the thyroid was infantile in type; the adrenals contained very little lipoid, and their cortices were very small; the thymus contained feetal fat. The marrow was also hypoplastic. The patient was dwarfed, and emaciated to an extreme degree.
He also recalled a case (in a young woman) in which amenorrhcea was associated with a small sella turcica. Other associations were serious wasting, anorexia, achylia gastrica, and a low blood:pressure (the systolic being 95 mm. Hg, the diastolic indeterminable by the instrument available), a basal metabolic rate of -21, and slight hirsuties on the face. Eucortone had had the effect of raising the blood-pressure, restoring the appetite, and leading to an increase of weight-from 4 st. 3 lb. to 4 st. 10 lb. 8 oz. in two months.
Dr. S. LEVY SIMPSON said that Dr. Shaw's case was one of great interest, and although it had many features in keeping with Simmonds's cachexia, the presence of normal pubic, axillary, and facial hair, together with a normal penis, would make one hesitate in making the diagnosis. If, as indicated by the photographs shown and by the clinical history, the disease had begun at the time of puberty, it was difficult to harmonize a gross anterior pituitary deficiency with apparently normal development of primary and secondary sexual characteristics. Early direct results of experimental hypophysectomy were cessation of cestrus, impotence, and atrophy of the genitals.
Although spontaneous improvement occasionally occurred, the treatment of Simmonds's cachexia, in his experience (necessarily somewhat limited) was not encouraging. Since atrophy of the adrenal cortex resulted from experimental hypophysectomy and was a feature in Simmonds's disease, it was natural to think of the therapeutic possibilities of cortical extract. This view was supported by the finding of Atwell that cortin restored hypophysectomized animals to apparent normality, but subsequent careful experiments by Shumacker and Firor had failed to confirm this work in any degree, their results being completely negative. He (the speaker) had not found cortical extract of real benefit in Simmonds's cachexia (or in a surgically hypophysectomized patient) and this comparative lack of response as compared with that obtained in primary adrenal deficiency (Addison's disease) was of value in differentiating the two conditions when diagnosis was uncertain.
Good therapeutic results had been claimed for the gonadotropic hormone of pregnancy urine, but Evans and co-workers had found that it was of no value in hypophysectomized animals. Adrenotropic hormone, however, tended to return these animals to apparent normality. Prolan, pregnyl and other similar gonadotropic preparations did not contain the adrenotropic factor. It seemed, on physiological grounds, that the use of adrenotropic and thyrotropic hormones should supplement gonadotropic hormone if appreciable benefit were to result in Simmonds's cachexia. Unfortunately such therapy might be impeded by the production in tne patient's blood of anti-thyrotropic and anti-adrenotropic hormones. In considering the more optimistic claims of clinical cures the question of differential diagnosis could not be ignored.
Dr. PARKES WEBER said that in typical cases of anorexia nervosa (in young females) there was often a marked tendency to restlessness-the patients seeming always to be busy-whereas mental torpidity and a general sluggishness constituted a striking feature in the present patient. aged 12.
Albuminuria.
Well.
